Introduction
H ydatidosis is caused by the tapeworm cestode,
Echinococcus
granulosus. Poor awareness, difficulty in access to clean potable water, intermingled lives of people with livestock, and infrequent veterinary care make this disease an endemic in India. Humans contract the disease by direct contact or feco-oral route. Theoretically, the disease can occur anywhere in the body other than teeth, hair, and nails. Primary paraspinal skeletal muscle involvement is extremely rare, with an incidence of <1%. [1] We report such a case having intraspinal extradural extension and acute paraplegia which was surgically treated.
Case Report
A 64-year-old female farmer from rural parts of Southern India presented with slow-growing painless swelling in the midback for 15 years. It became painful for the past 1 month with rapidly progressing weakness of lower limbs and urinary sphincter dysfunction for 1 week. Examination showed a nontender, firm, 15 cm × 10 cm, oval left paramedian mass from T8 to L3 with normal overlying skin without cough impulse, pulsations or mobility [ Figure 1 ]. Neurological examination revealed a flaccid paraplegia with hypoesthesia below T6. Abdominal, patellar, ankle reflexes were absent. Plantar removed [ Figure 3 ]. The cyst was found to erode D8 and through the neural foramina, invaded intraspinally. D7-D10 laminectomy was carried out, and extirpation of unruptured cyst was done [ Figure 4 ]. Histopathological confirmation of hydatid cyst was done [ Figure 5 ]. Albendazole (15 mg/kg/day) was advised for 3 months. Sensory modality recovered on 3 months follow-up with no motor and bladder recovery.
Discussion
In the life cycle of echinococcosis, humans are intermediate hosts, dogs being the definitive host and most common source of infection. Farming in India involves working with hands in soil and contact with livestock. Contamination of soil with infected dog feces and subsequent ingestion could have triggered the disease in our patient. The cysts are then transported from the intestinal wall through the blood stream. Liver (80%) and lungs (10%) form the focus of the disease as they are the major filters of the body. Spinal/paraspinal focus is rare. Radiologically, spinal hydatidosis is classified into intramedullary, intradural extramedullary, extradural intraspinal, vertebral, and paravertebral. [2] Neumayr et al. have divided them into intradural-extramedullary, extradural-extraosseous, and osseous. It also reports a dumbbell type which is paravertebral, extradural, and extraosseous with anterior extension. [3] Ours can be termed as a dumbbell variety with paraspinal and intraspinal involvement. Pain, pathological fracture, and deformity are the presenting features in a primary bony disease. [4] A slowly progressive swelling with a recent onset of pain and paraplegia puts in more evidence toward a primary paraspinal disease invading the intraspinal space in our case. The pathology of skeletal muscle involvement is poorly understood. Muscular contractions and the high lactic acid turnover are considered unsuitable for the cysts' survival. Most cases of muscle hydatid disease have a primary of lung or liver. [5] There have been reports of hydatid disease of gluteal, neck, spinal, and rectus muscles. [5, 6] Sener et al. [7] proposed that the parasite penetrates the intestinal muscle and enters the inferior vena cava through venous plexus between this system and portal circulation. Then, the parasite reaches the retroperitoneum, vertebral and paravertebral structures through lumbar epidural venous plexus. [8] The growth of the cysts is usually slow ranging from 5 to 20 years before causing symptoms. Symptoms manifest depending on the site and mass effect. Spinal involvement leads to a mortality of 50% on an average of 5 years after symptom onset. [9] MRI is preferred for delineating the neural structures and the extent of disease though bony involvement is better seen in computed tomography Scan. The cysts are hypointense on T1-WI images, hyperintense on T2-WI without contrast enhancement. Ours had the characteristic "bunch of grapes" appearance on MRI. [8] The various serologic tests available are usually not helpful in spinal hydatid disease. The treatment involves medical and surgical management. Small cysts can be managed medically, but rarely seek medical care particularly in lower socioeconomic group. Decompression of the spinal canal with complete resection of the cyst whenever possible forms the mainstay of surgical intervention in such cases for permanent eradication. Reydellet holds the credit for the first surgical intervention for spinal hydatidosis in 1819. [3] Intraoperative use of scolicidal agents though controversial [3] is widely used to avoid recurrence and anaphylaxis. Chemotherapy with mebendazole/albendazole is to be given postoperatively for at least 3 months. [10] Hydatidosis is a preventable disease. Education of the rural public on hygiene such as washing hands and food items such as vegetables before eating and improving awareness regarding zoonotic infections in disease prevalent areas can help in containing the disease. Easy access to medical care and seeking early medical care can stop a preventable disease from becoming a surgical one.
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